PREVIOUS MEDICAL HISTORY
The patient has no other urologic disease. Recurrent bronchopneumonias during the last 24 months
MEDICATIONS
Pipemidic acid 200 mg twice daily since 5 years
PHYSICAL EXAMINATION
Obesity, no tenderness of the flank or the abdomen, no fever, no other abnormalities
PRESENTING LABS AND IMAGING STUDIES
a. Blood/Serum: ESR (1 minute): 90 mm; RBC, WBC, serum-CRP, -creatinine,-BUN, -electrolytes, -ALT, -AST, -g-GT, -Bilirubin and -LDH within normal ranges b. Urine Sediment: no hematuria, no leukocyturia, no other abnomalities c. fistulous tract was identified, which connected the dorsal aspect of the upper pole of the left kidney with the diseased lung segment. On inspection of the specimen after nephrectomy, the renal pelvis and calices were filled with pus and renal stones. Histopathological analysis showed the presence of xanthogranulomatous pyelonephritis (XPGN) of the left kidney which caused the formation of a nephrobronchial fistulous tract. The nephrobronchial fistula was the cause of the recurrent bronchopneumonias. Postoperatively the patient fully recovered and is free of recurrence of pneumonia for 24 months. Nephro-bronchial fistula is a rare condition. The pulmonary symptoms can be much more impressive than the underlying urological disease. Generally, paranephritic abscess is considered to be the most common etiology of a nephro-bronchial fistula 1 . Nephro-bronchial fistula caused by xanthogranulomatous pyelonephritis (XPGN) is even less common; a medline search resulted in 9 cases reported since 1966. XPGN is an aggressive subtype of common chronic pyelonephritis. It is usually found unilaterally and is three times as common in females than in males. Generally, the diseased kidney is enlarged and deformed by extensive scarring. Renal stones, infection with E. coli and Proteus mirabilis, and urinary obstruction are common. The inflammation often extends into the perinephric space and can be confused with neoplastic infiltration on CT scans or macroscopically. The etiology of the disease remains unclear. Until today, it can be difficult to differentiate XPGN from other renal masses preoperatively. Usually, the final diagnosis is made by the pathologist after nephrectomy. Fistulas caused by XPGN are uncommon, but it has been reported in lung, the spleen, the colon, the duodenum and the skin 2 . There have been reported cases of urothelial cell carcinomas and XPGN in the same kidney 3 . In the case presented, surgical resection was the appropriate treatment. We chose radical nephrectomy because the contralateral renal unit had 70% of the total renal function. The diagnosis was unclear preoperatively. Partial nephrectomies in XPGN have been successfully performed, and in retrospect, an upper pole resection of the left kidney might also have been appropriate in the case presented here.
